
Health History Form
Email: Today’s Date:

As required by law, our office adheres to written policies and procedures to protect the privacy of information about you that we create, receive or maintain. Your answers are for our 
records only and will be kept confidential subject to applicable laws. Please note that you will be asked some questions about your responses to this questionnaire and there may be  
additional questions concerning your health. This information is vital to allow us to provide appropriate care for you. This office does not use this information to discriminate.

Name:  Home Phone:  Include area code Business/Cell Phone:  Include area code

Last First  Middle (          ) (          )
Address: City: State: Zip: 

Mailing address

Occupation: Height: Weight: Date of Birth: Sex: M F 

SS# or Patient ID:  Emergency Contact: Relationship: Home Phone:  Include area code Cell Phone:  Include area code 
(          )  (          )

If you are completing this form for another person, what is your relationship to that person? 

Your Name Relationship

Do you have any of the following diseases or problems: (Check DK if you Don’t Know the answer to the question) Yes No DK
Active Tuberculosis......................................................................................................................................................................................................................................................  
Persistent cough greater than a 3 week duration......................................................................................................................................................................................................  
Cough that produces blood.........................................................................................................................................................................................................................................  
Been exposed to anyone with tuberculosis................................................................................................................................................................................................................  
If you answer yes to any of the 4 items above, please stop and return this form to the receptionist.

Dental Information Please mark (X) your responses to the following questions.

What is the reason for your dental visit today?

How do you feel about your smile? 

Medical Information Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.

Yes No DK

Do your gums bleed when you brush or floss?.....................................................
Are your teeth sensitive to cold, hot, sweets or pressure?..................................
Is your mouth dry?.................................................................................................
Have you had any periodontal (gum) treatments?...............................................
Have you ever had orthodontic (braces) treatment?...........................................
Have you had any problems associated with previous dental treatment?...........
Is your home water supply fluoridated?................................................................
Do you drink bottled or filtered water?.................................................................

If yes, how often? (Check one:)  DAILY      /  WEEKLY       /  OCCASIONALLY   

Are you currently experiencing dental pain or discomfort?......................

Yes No DK
Are you now under the care of a physician?.........................................................
Physician Name: Phone:  Include area code 

(          )
Address/City/State/Zip:

Are you in good health?.........................................................................................
Has there been any change in your general health within the past year?............
If yes, what condition is being treated? 

Date of last physical exam:

© 2012 American Dental Association
Form S500

Yes No DK

Do you have earaches or neck pains?...................................................................
Do you have any clicking, popping or discomfort in the jaw?..............................
Do you brux or grind your teeth?..........................................................................
Do you have sores or ulcers in your mouth?.........................................................
Do you wear dentures or partials?........................................................................
Do you participate in active recreational activities?.............................................
Have you ever had a serious injury to your head or mouth?................................
Date of your last dental exam:  
What was done at that time? 

Date of last dental x-rays:

Yes No DK
Have you had a serious illness, operation or been hospitalized 
in the past 5 years?................................................................................................
If yes, what was the illness or problem? 

Are you taking or have you recently taken any prescription 
or over the counter medicine(s)?..........................................................................

If so, please list all, including vitamins, natural or herbal preparations  
and/or dietary supplements: 
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Medical Information Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.

NOTE: Both doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.
I certify that I have read and understand the above and that the information given on this form is accurate. I understand the importance of a truthful health history and that my  
dentist and his/her staff will rely on this information for treating me. I acknowledge that my questions, if any, about inquiries set forth above have been answered to my satisfaction.  
I will not hold my dentist, or any other member of his/her staff, responsible for any action they take or do not take because of errors or omissions that I may have made in the  
completion of this form.
Signature of Patient/Legal Guardian: Date:

Signature of Dentist: Date:

Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatment?.......................................................................................................  
Name of physician or dentist making recommendation: Phone:  Include area code

(          )
Do you have any disease, condition, or problem not listed above that you think I should know about?.................................................................................................................  
Please explain:

(Check DK if you Don’t Know the answer to the question) Yes No DK
Do you wear contact lenses?.................................................................................

Joint Replacement. Have you had an orthopedic total joint  
(hip, knee, elbow, finger) replacement?................................................................
Date: __________________   If yes, have you had any complications? __________________________

Are you taking or scheduled to begin taking an antiresorptive agent  
(like Fosamax®, Actonel®, Atelvia, Boniva®, Reclast, Prolia) for  
osteoporosis or Paget’s disease?...........................................................................

Since 2001, were you treated or are you presently scheduled to begin  
treatment with an antiresorptive agent (like Aredia®, Zometa®, XGEVA)  
for bone pain, hypercalcemia or skeletal complications resulting from  
Paget’s disease, multiple myeloma or metastatic cancer?....................................
Date Treatment began:  _____________________________________________________________________

Yes No DK
Do you use controlled substances (drugs)?..........................................................

Do you use tobacco (smoking, snuff, chew, bidis)?..............................................
If so, how interested are you in stopping? 
Circle one: VERY / SOMEWHAT / NOT INTERESTED

Do you drink alcoholic beverages?........................................................................
If yes, how much alcohol did you drink in the last 24 hours? _______________________________ 
If yes, how much do you typically drink i n a week? _________________________________________

WOMEN ONLY  Are you:
Pregnant?...............................................................................................................n	 n	 n 
Number of weeks: ______________________ 
Taking birth control pills or hormonal replacement?.............................................n	 n	 n 
Nursing?.................................................................................................................n	 n	 n

FOR COMPLETION BY DENTIST

Comments:

Allergies. Are you allergic to or have you had a reaction to: 
To all yes responses, specify type of reaction.  Yes No DK
Local anesthetics .___________________________________________________________________ .
Aspirin ._______________________________________________________________________________ .
Penicillin or other antibiotics _______________________________________________________ .
Barbiturates, sedatives, or sleeping pills .__________________________________________ .
Sulfa drugs .__________________________________________________________________________ .
Codeine or other narcotics .________________________________________________________ .

Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.

Yes No DK
Metals ._______________________________________________________________________________ .
Latex (rubber) .______________________________________________________________________ .
Iodine .________________________________________________________________________________ .
Hay fever/seasonal ._________________________________________________________________ .
Animals .______________________________________________________________________________ .
Food ._________________________________________________________________________________ .
Other .________________________________________________________________________________ .

Yes No DK
Cardiovascular disease........... .
Angina..................................... .
Arteriosclerosis....................... .
Congestive heart failure.........
Damaged heart valves........... .
Heart attack........................... .
Heart murmur......................... .
Low blood pressure................ .
High blood pressure................ .
Other congenital  
heart defects.......................... .

 

Yes  No DK
Mitral valve prolapse................ .
Pacemaker................................ .
Rheumatic fever....................... .
Rheumatic heart disease......... .
Abnormal bleeding................... .
Anemia..................................... .
Blood transfusion..................... .
   If yes, date:_______________________________ 
Hemophilia............................... .
AIDS or HIV infection............... .
Arthritis.................................... .

Yes No DK
Autoimmune disease................ .
Rheumatoid arthritis................ .
Systemic lupus  
erythematosus......................... .
Asthma..................................... .
Bronchitis................................. .
Emphysema.............................. .
Sinus trouble............................ .
Tuberculosis.............................. .
Cancer/Chemotherapy/ 
Radiation Treatment................ .
Chest pain upon exertion......... .
Chronic pain............................. .
Diabetes  Type I or II................ .
Eating disorder......................... .
Malnutrition............................. .
Gastrointestinal disease........... .
G.E. Reflux/persistent  
heartburn................................. .
Ulcers....................................... .
Thyroid problems..................... .
Stroke....................................... .

Yes No DK
Glaucoma................................. .
Hepatitis, jaundice or  
liver disease.............................. .
Epilepsy.................................... .
Fainting spells or seizures........ .
Neurological disorders............. .
   If yes, specify:____________________________
Sleep disorder.......................... .
Do you snore?.......................... .
Mental health disorders........... .
 Specify: __________________________________

Recurrent Infections................ .
   Type of infection: _________________________
Kidney problems...................... .
Night sweats............................ .
Osteoporosis............................ .
Persistent swollen glands  
in neck...................................... .
Severe headaches/ 
migraines.................................. .
Severe or rapid weight loss..... .
Sexually transmitted disease... .
Excessive urination.................. .

Yes No DK

Artificial (prosthetic) heart valve...........................................................................
Previous infective endocarditis..............................................................................
Damaged valves in transplanted heart..................................................................
Congenital heart disease (CHD) 
. Unrepaired, cyanotic CHD..............................................................................

Repaired (completely) in last 6 months.........................................................
. Repaired CHD with residual defects..............................................................

Except for the conditions listed above, antibiotic prophylaxis is no longer recommended  
for any other form of CHD.



Acknowledgement of Receipt 
Consent to Use and Disclosure of Protected Health Information

Notice of Privacy Practices
Review our Notice of Privacy Practices for a more complete description of how your Protected Health Informa-
tion may be used or disclosed.  It describes your rights as they concern the limited use of health information, 
including your demographic information, collected from you and created or received by this office.  You may 
choose to review the Notice prior to signing this consent.  By signing below, you acknowledge that we have given 
you a copy of our Notice of Privacy Practices.

Use and Disclosure of your Protected Health Information
Your Protected Health Information will be used by our practice or may be disclosed to others for the purposes of 
treatment, obtaining payment, or supporting the day-to-day health care operations of this office.

Requesting a Restriction on the Use or Disclosure of Your Information
You may request a restriction on the use or disclosure of your Protected Health Information.
Our office may or may not agree to restrict the use or disclosure of your Protected Health Information.
If we agree to your request, the restriction will be binding with our office.  Use or disclosure of protected infor-
mation in violation of an agreed upon restriction will be a violation of Federal privacy standards.

Revocation of Consent
You may revoke this consent to the use and disclosure of your Protected Health Information.  However, you must 
revoke this consent in writing.  Any use or disclosure that has already occurred prior to the date on which your 
revocation of consent is received will not be affected.

   I give permission for the use and disclosure of my health information as set forth above.

   Patient or Legally Authorized Individual Signature

   Date      Time

   Print Patient’s Full Name

   Witness Signature

   Date                                                                     Time



Social Media Use and Consent

Consent to Use and Disclose Treatment Information and Photographs for Social Media Purposes

We value our patients’ right to privacy and confidentiality, and we take our responsibilities under HIPAA very 
seriously.  The practice exercises great care in the use of patient images and patient identities to promote the 
practice via social media.  Specifically, we pledge not to disclose or discuss:

 •  Your past, present, or future physical or dental health or condition;
 •  Discriminatory or potentially negative information of a personal or professional nature, and
 •  Past, present, or future payment for your health care.

By signing below, you grant our office permission to use an approved photograph of yourself along with a brief 
approved description for promotional purposes via social media.

You understand that this authorization may be revoked at any time merely by notifying our office that you wish 
us to discontinue using your photograph(s) and brief description(s) for promotional purposes.

Finally, your willingness to participate in social media promotion will have no effect on the treatment you receive 
from our office and staff.  If you decline to allow us to use your photograph(s) and description(s), your treatment 
or experience as a patient of our practice will not be affected.

       Patient Signature

       Printed Name

       Date Signed



Patient Financial Responsibility Form 
Financial Arrangements and Dental Insurance 

Patient Cancellation Policy 
 

We are committed to providing you with the best possible care. If you have dental insurance or a benefit plan, we want 
to help you receive your maximum allowable benefits. In order to achieve this goal, we need your assistance and your 
understanding of our payment policy. Please read the following, and initial where indicated. 

Financial Responsibility 

____ (initial) Payment for services is due at the time treatment is provided, unless specific other arrangements have 
been made in advance of treatment being rendered. 

We make every effort to keep down the cost of your care. We strongly believe financial considerations should not be an 
obstacle to obtaining treatment. You can help by paying upon completion of each visit. Alternative payment 
arrangements can potentially be made depending on special circumstances. We accept cash, check, Visa, Mastercard, 
Care Credit, Discover, GreenSky, etc. 

___ (initial) I understand that if I come on the day of my appointment without one of the acceptable forms of payment, 
the office has the right to reschedule my appointment.   

___ (initial) Returned checks will be charged a $35.00 NSF fee on the patient account. 

Dental Insurance 

___ (initial) We accept most major insurance plans (Delta, Blue Cross/Blue Shield, Metlife, etc.) However, to be able to 
give our patients the highest quality dental care possible, we are an out-of-network provider.  

___ (initial) Dental insurance is a contract between you, your employer, and the insurance company. We are NOT a 
party to that contract. 

___ (initial) We will file your insurance claim as a COURTESY on your behalf. However, not all services are a covered 
benefit in all contracts. Any unpaid/uncovered treatment, including any remaining balance, is the patient’s (or 
parent/guardian if patient is a minor) financial responsibility and legal obligation.  

___ (initial) We will work to verify your insurance eligibility prior to your appointment, or at your appointment if 
anything has changed. Please understand that the insurance portion of your treatment plan is an ESTIMATE. We can 
file a pre-determination to your insurance, to find out exactly how much out of pocket expense you will incur. It is your 
responsibility to ask for this to be done  

___ (initial) Any and all co-pays and/or deductibles associated with your plan will be due at time of service 

Collections 

___ (initial) Any balance older than 90 days will be subject to an interest charge of 1.5% per month, from the date of 
service, until the account is paid in full. If a payment has not been made to the account during the 90 day period, the 
account risks being sent to a collections agency or an attorney.  



___ (initial) I understand that I am responsible for all attorney fees, court costs and/or delinquency fees that may be 
incurred during the collection of my debt. 

Cancellations 

___ (initial) We understand that life is unpredictable and may necessitate having to cancel your appointment without 
prior notice. However, we set aside this time specifically for you and you alone. Because of this, missed appointments or 
late cancellations can be extremely detrimental to our day. We respectfully request you give at LEAST 24 hours notice if 
you need to cancel your appointment. If less than 24 hours notice is given, you may be subject to a $50 charge for EACH 
HOUR for which your appointment was scheduled.  

___ (initial) I understand that repeated missed appointments may result in dismissal from the practice 

Acknowledgement 

I hereby acknowledge that I understand and authorize the policies regarding fees and payments, insurance claim filing 
and release of my information. The Notice of Privacy Practices has been made available to me and I have been given 
the opportunity to ask questions regarding this Notice. 

 

 

X __________________________________________________   X ___________________________ 

           Signature of Patient (Parent or Guardian if Minor)      Date 
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Notice of Privacy Practices

This notice describes how medical information about you may be used and disclosed, and how you can get ac-
cess to this information.  Please review it carefully.

If you have any questions about this Notice please contact our Privacy Officer or any staff member in our office.

Our Privacy Officer is Jim Moore, CHP - 469.342.8300, Extension 508

This Notice of Privacy Practices describes how we may use and disclose your protected health information to 
carry out your treatment, collect payment for your care and manage the operations of this clinic.  It also de-
scribes our policies concerning the use and disclosure of this information for other purposes that are permitted 
or required by law.  It describes your rights to access and control your protected health information.  "Protected 
Health Information" (PHI) is information about you, including demographic information that may identify you, 
that relates to your past, present, or future physical or mental health or condition and related health care ser-
vices.

We are required by Federal law to abide by the terms of this Notice of Privacy Practices.  We may change the 
terms of our notice at any time.  The new notice will be effective for all protected health information that we 
maintain at that time.  You may obtain revisions to our Notice of Privacy Practices by accessing our website, call-
ing the office and requesting that a revised copy be sent to you in the mail or asking for one at the time of your 
next appointment.

A. Uses and Disclosures of Protected Health Information

By applying to be treated in our office, you are implying consent to the use and disclosure of your protected 
health information by your doctor, our office staff and others outside of our office that are involved in your care 
and treatment for the purpose of providing health care services to you.  Your protected health information may 
also be used and disclosed to bill for your health care and to support the operation of the practice.

Uses and Disclosures of Protected Health Information Based Upon Your Implied Consent

Following are examples of the types of uses and disclosures of your protected health care information we will 
make, based on this implied consent.  These examples are not meant to be exhaustive but to describe the types 
of uses and disclosures that may be made by our office.

Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your 
health care and any related services.  This includes the coordination or management of your health care with a 
third party that has already obtained your permission to have access to your protected health information.  For 
example, we would disclose your protected health information, as necessary, to another physician who may be 
treating you.  Your protected health information may be provided to a physician to whom you have been referred 
to ensure that the physician has the necessary information to diagnose or treat you.



In addition, we may disclose your protected health information from time-to-time to another physician or health 
care provider (e.g., a specialist or laboratory) who, at the request of your doctor, becomes involved in your care 
by providing assistance with your health care diagnosis or treatment.

Payment: Your protected health information will be used, as needed, to obtain payment for your health care 
services.  This may include certain activities that your health insurance plan may undertake before it approves or 
pays for the health care services we recommend for you such as making a determination of eligibility or coverage 
for insurance benefits, reviewing services provided to you for medical necessity, and undertaking utilization re-
view activities.  For example, obtaining approval for procedures may require that your relevant protected health 
information be disclosed to the health plan to obtain approval for those services.

Healthcare Operations: We may use or disclose, as needed, your protected health information in order to sup-
port the business activities of this office.  These activities may include, but are not limited to, quality assessment 
activities, employee review activities and staff training.

For example, we may disclose your protected health information to interns or precepts that see patients at our 
office.  In addition, we may use a sign-in sheet at the registration desk where you will be asked to sign your name 
and indicate your doctor.  Communications between you and the doctor or his assistants may be recorded to 
assist us in accurately capturing your responses. We may also call you by name in the reception area when your 
doctor is ready to see you.  We may use or disclose your protected health information, as necessary, to contact 
you to remind you of your appointment. 

We will share your protected health information with third party "Business Associates" that perform various 
activities (e.g., billing, transcription services for the practice).  Whenever an arrangement between our office 
and a Business Associate involves the use or disclosure of your protected health information, we will have a writ-
ten agreement with that Business Associate that contains terms that will protect the privacy of your protected 
health information.

We may use or disclose your protected health information, as necessary, to provide you with information about 
treatment alternatives or other health-related benefits and services that may be of interest to you.  We may also 
use and disclose your protected health information for other internal marketing activities.  We may also send 
you information about products or services that we believe may be beneficial to you.  You may request that 
these materials not be sent to you.

Uses and Disclosures of Protected Health Information That May Be Made With Your Written Authorization

Other uses and disclosures of your protected health information will be made only with your written authoriza-
tion, unless otherwise permitted or required by law as described below.

For example, with your written, signed authorization, we may use your demographic information and the dates 
that you received treatment from our office, as necessary, in order to contact you for fundraising activities sup-
ported by our office.  

You may revoke any of these authorizations, at any time, in writing, except to the extent that your doctor or the 
practice has taken an action in reliance on the use or disclosure indicated in the authorization.
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Other Permitted and Required Uses and Disclosures That May Be Made With Your Authorization or Opportu-
nity to Object

In the following instance where we may use and disclose your protected health information, you have the op-
portunity to agree or object to the use or disclosure of all or part of your protected health information.  If you 
are not present or able to agree or object to the use or disclosure of the protected health information, then your 
doctor may, using professional judgment, determine whether the disclosure is in your best interest.  In this case, 
only the protected health information that is relevant to your health care will be disclosed.

Others Involved in Your Healthcare: Unless you object, we may disclose to a member of your family, a relative, 
a close friend or any other person you identify, your protected health information that directly relates to that 
person's involvement in your health care.  If you are unable to agree or object to such a disclosure, we may 
disclose such information as necessary if we determine that it is in your best interest based on our professional 
judgment.  We may use or disclose protected health information to notify or assist in notifying a family member, 
personal representative or any other person that is responsible for your care of your location or general condi-
tion.  Finally, we may use or disclose your protected health information to an authorized public or private entity 
to assist in disaster relief efforts and to coordinate uses and disclosures to family or other individuals involved in 
your health care.

Other Permitted and Required Uses and, Disclosures That May Be Made Without Your Consent, Authorization 
or Opportunity to Object

We may use or disclose your protected health information in the following situations without your consent or 
authorization.  These situations include:

Required By Law: We may use or disclose your protected health information to the extent that the use or dis-
closure is required by law.  The use or disclosure will be made in compliance with the law and will be limited to 
the relevant requirements of the law.  You will be notified, as required by law, of any such uses or disclosures.

Public Health: We may disclose your protected health information for public health activities and purposes to 
a public health authority that is permitted by law to collect or receive the information.  The disclosure will be 
made for the purpose of controlling disease, injury or disability.  We may also disclose your protected health 
information, if directed by the public health authority, to a foreign government agency that is collaborating with 
the public health authority.

Communicable Diseases: We may disclose your protected health information, if authorized by law, to a person 
who may have been exposed to a communicable disease or may otherwise be at risk of contracting or spreading 
the disease or condition.

Health Oversight: We may disclose protected health information to a health oversight agency for activities au-
thorized by law, such as audits, investigations, and inspections.  Oversight agencies seeking this information 
include government agencies that oversee the health care system, government benefit programs, other govern-
ment regulatory programs and civil rights laws.

Abuse or Neglect: We may disclose your protected health information to a public health authority that is autho-
rized by law to receive reports of child abuse or neglect.  In addition, we may disclose your protected health in-
formation if we believe that you have been a victim of abuse, neglect or domestic violence to the governmental 
entity or agency authorized to receive such information.  In this case, the disclosure will be made consistent with 
the requirements of applicable Federal and state laws.
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Legal Proceedings: We may disclose protected health information in the course of any judicial or administrative 
proceeding, in response to an order of a court or administrative tribunal (to the extent such disclosure is ex-
pressly authorized), in certain conditions in response to a subpoena, discovery request or other lawful process.

Law Enforcement: We may also disclose protected health information, so long as applicable legal requirements 
are met, for law enforcement purposes.  These law enforcement purposes include (I) legal process and other-
wise required by law, (2) limited information requests for identification and location purposes, (3) pertaining to 
victims of a crime, (4) suspicion that death has occurred as a result of criminal conduct, (5) in the event that a 
crime occurs on the premises of the Practice, and (6) medical emergency (not on the Practice's premises) and it 
is likely that a crime has occurred.

Workers' Compensation: We may disclose your protected health information, as authorized, to comply with 
workers' compensation laws and other similar legally-established programs.

Required Uses and Disclosures: Under the law, we must make disclosures to you and when required by the 
Secretary of the Department of Health and Human Services to investigate or determine our compliance with the 
requirements of Section 164.500 et. seq.

B. Your Rights

Following is a statement of your rights with respect to your protected health information and a brief description 
of how you may exercise these rights.

You have the right to inspect and copy your protected health information. This means you may inspect and ob-
tain a copy of protected health information about you that is contained in a designated record set for as long as 
we maintain the protected health information.  A "designated record set" contains medical and billing records 
and any other records that your doctor and the Practice uses for making decisions about you.

Under Federal law, however, you may not inspect or copy the following records:  psychotherapy notes; informa-
tion complied in reasonable anticipation of, or use in, a civil, criminal, or administrative action or proceeding, 
and protected health information that is subject to law that prohibits access to protected health information.  
Depending on the circumstances, a decision to deny access may be reviewed.  In some circumstances, you may 
have a right to have this decision reviewed.  Please ask your doctor if you have questions about access to your 
medical record.

You have the right to request a restriction of your protected health information. This means you may ask us 
not to use or disclose any part of your protected health information for the purposes of treatment, payment or 
healthcare operations.  You may also request that any part of your protected health information not be disclosed 
to family members or friends who may be involved in your care or for notification purposes as described in this 
Notice of Privacy Practices.  Your request must be in writing and state the specific restriction requested and to 
whom you want the restriction to apply.

Your provider is not required to agree to a restriction that you may request.  If the doctor believes it is in your 
best interest to permit use and disclosure of your protected health information, your protected health informa-
tion will not be restricted.  If your doctor does agree to the requested restriction, we may not use or disclose 
your protected health information in violation of that restriction unless it is needed to provide emergency treat-
ment.  With this in mind, please discuss any restriction you wish to request with your doctor.
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You may request a restriction by presenting your request, in writing to a staff member in our office.  The staff 
member will provide you with "Restriction of Consent" form.  Complete the form, sign it, and ask that the staff 
member provide you with a photocopy of your request initialed by them.  This copy will serve as your receipt.

You have the right to request to receive confidential communications from us by alternative means or at an al-
ternative location. We will accommodate reasonable requests.  We may also condition this accommodation by 
asking you for information as to how payment will be handled or specification of an alternative address or other 
method of contact.  We will not request an explanation from you as to the basis for the request.  Please make 
this request in writing.

You may have the right to have your doctor amend your protected health information. This means you may 
request an amendment of protected health information about you in a designated record set for as long as 
we maintain this information.  In certain cases, we may deny your request for an amendment.  If we deny your 
request for amendment, you have the right to file a statement of disagreement with us and we may prepare a 
rebuttal to your statement and will provide you with a copy of any such rebuttal.  Please ask your doctor if you 
have questions about amending your medical record.

You have the right to receive an accounting of certain disclosures we have made, if any, of your protected health 
information. This right applies to disclosures for purposes other than treatment, payment or healthcare opera-
tions as described in this Notice of Privacy practices.  It excludes disclosures we may have made to you, to family 
members or friends involved in your care, pursuant to a duly executed authorization or for notification purposes.    
The right to receive this information is subject to certain exceptions, restrictions and limits.

You have the right to obtain a paper copy of this notice from us, upon request, even if you have agreed to accept 
this notice electronically.

C. Complaints

You may complain to us, to the Texas Attorney General’s office, or to the Secretary of Health and Human Services 
if you believe your privacy rights have been violated by us.  You may file a complaint with us by notifying our 
Privacy Officer of your complaint.  We will not retaliate against you for filing a complaint.

Our Privacy Officer is Jim Moore, a Certified HIPAA Professional.  You may contact our Privacy Officer in writing 
at our office address or by calling 469.342.8300, Extension 508.  Our website may offer additional information 
about the complaint process.

This notice was published and becomes effective on April 15, 2021.
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